The scientific literature on the treatment of penile erectile dysfunction contains numerous contradictory reports on the relative frequency of organic causes of impotence and the treatment results of behavioral sex therapy. One explanation for these contradictory findings is the hypothesis that different investigators are studying different subsamples of the symptomatic population. This study investigated differences in characteristics of men who initially consulted a urologist with a complaint of impotence versus those who self-referred themselves to a sexual dysfunction clinic. Self-referred sexual dysfunction patients were more often white, more often had psychogenic etiologies to their difficulties, were more often of higher socioeconomic class, and had a much better response to psychological interventions. This study suggests that future studies concerning the etiology and treatment of impotence need to specify population characteristics such as referral source and screening criteria. It may be necessary to develop alternative treatment techniques for men who present to nonpsychiatric sources for help with psychogenic impotence.
In the late 1950s and early 1960s behavior therapists (1,2) began reporting promising results using brief symptomoriented treatment approaches to treat sexual dysfunction. Symptom-oriented interventions gained wider acceptance in the medical community with the publication of Human SexuaJ Inadequacy (3) in 1970. This publication has had considerable heuristic impact. Numerous other medical centers have attempted to replicate Masters and Johnson's findings (4, 5) , numerous controlled studies of behavioral sex therapy have been reported (6, 7) , and there has been a renewed interest in dif-ferentiating psychogenic from organic sexual dysfunction (8, 9) .
Results of attempts to replicate Masters and Johnson's findings have varied considerably from center to center. Most authors have reported lower symptom reversal rates than those reported by Masters and Johnson (10) . Several others (11) have suggested that the variability in reported treatment outcomes from various centers may be related to differences in patient populations treated. In particular, it appears that clinical series employing stringent screening procedures have reported higher success rates than those employing less stringent screening criteria.
The hypothesis of differential sampling of the symptomatic population by different clinical centers may be especially important in understanding the contradictory research literature concerning the treatment of male excitement phase disorders. Although several investigators have replicated Masters and Johnson's R. TAYLOR SEGRAVES et al.
findings concerning the treatment of erectile insufficiency (12) . other investigators have reported that behavioral treatment of impotence is no more successful than reassurance or the prescription of minor tranquilizers (13) . More recently, Levine and Agle (14) reported a careful follow-up of successfully treated impotent men. They reported that a high relapse rate effectively eliminated treatment gains at a 1 year follow-up. Similarly, widely varying estimates of the frequency with which organic factors contribute to erectile insufficiency have been reported by different investigators. Numerous authors (15, 16) have reported that organic causes of impotence account for less than 5 % of the population seeking treatment for this complaint. Other authors (17, 18) have reported that organic causes of impotence may be far more frequent.
These repetitive reports of differing characteristics of clinical populations suffering from erectile dysfunction suggest that investigators may be sampling different subsamples of the symptomatic population. The purpose of this investigation is to examine differences in population characteristics between men who self-refer themselves to a psychiatric Sexual Dysfunction Clinic and those who chose Urology as their initial medical contact for the complaint of impotence.
METHODS
For the past 18 months, the authors have been involved in a collaborative treatment project involving men with erectile dysfunction. This evaluation involves a thorough physical examination, medical history, penile blood pressure monitoring (19) , psychological testing, and 2 hour psychiatric assessment. In questionable cases, nocturnal tumescence testing is also utilized.
Patients enter this series either by self-referral to the Sexual Dysfunction Clinic in the Psychiatry Department or by contacting the Urology Clinic. After initial contact in either clinic, patients are extensively cross-referred for further evaluation. All patients seen initially in the Urology Clinic with a complaint of impotence are referred to the Psychiatry Clinic. For the past 18 months, detailed etiologic, demographic, and treatment information has been collected on all men seen for evaluation in the Sexual Dysfunction Clinic of the Psychiatry Department. Whether the patient self-referred himself to psychiatry or was referred from Urology was noted Assignment to organic or psychogenic impotence groups was based on the criteria listed in Tables 1  and 2 . Cases not meeting these criteria were assigned to an undetermined group. Many members of this group consisted of individuals who refused further investigation or who moved from the Chicago area before investigation could be completed. Socioeconomic status was assigned using the twofactor index of social position (20) .
Penile blood pressure was determined by a standard digital blood pressure cuff and an ultrasound Doppler system. The ratio of penile to brachial systolic blood pressure was calculated as the penile index. A penile index of more than 0.90 was considered normal. An index of less than 0.60 was considered abnormal. Intermediate values were considered indeterminate. Noctural penile tumescence recording was considered normal if the patient had a minimum of four erectile episodes lasting 12 minutes each with 20 mm penile circumference change and this finding was discrepant with the patient's report of his daytime activity (e.g., the patient reported minimal or no daytime erectile activity). The record was considered definitely abnormal if the patient had less than 10 mm circumference change. Intermediate values were considered indeterminate. The judgment of normal masturbatory erections was determined by the patient's report that he was able to masturbate without difficulty and that his masturbatory erections were of sufficient turgidity and duration to perform coitus if such had been attempted. The judgment of normal erections after behavioral sex therapy was determined by the patient and his partner's report that intercourse had been achieved repetitively without difficulty. These judgments were made by the senior author (R.T.S.). The judgments were not blind in that the clinical assessment by necessity involved a full medical and psychiatric history. The purpose of the evaluation was a decision as to the appropriateness of penile prosthesis implantation. The criteria were arbitrarily chosen to reflect minimal erectile function judged to be sufficient for coitus.
RESULTS
Patients who contacted psychiatry first will be identified as self-referred. Those referred to the Sexual Dysfunction Clinic by urology will be identified as urologyreferred.
Demographic
During the past 18 months, there were 47 referrals from urology and 46 selfreferred patients. Self-referred and urology-referred patients were quite similar in duration of complaint, age, and marital status. These data are summarized in Table 3 . The self-referred group tended to be of higher socioeconomic (SE) status than the urology-referred group. A comparison of the two series for socioeconomic distribution by chi-square analysis was insignificant. However, the selfreferred group contained significantly more patients of socioeconomic group I. The urology-referred group contained a larger black population than the self- referred group. This was a statistically significant difference. These data are summarized in Table 4 .
Etiology of Impotence
There was a marked difference in organic versus psychogenic etiologies to the erectile dysfunction between the urology and psychiatry series. These data are summarized in Table 5 . The larger number of undetermined cases in the urology series partially reflects a large number of men with complicated medical histories. In certain cases, a clear determination was impossible. For example, an- tihypertensive medication adjustments were associated with return of erectile function in certain men. As it was impossible to determine whether this was a placebo or pharmacologic effect, these men remained in the undetermined group. In other men, erectile function appeared to covary with physical illness (i.e., degree of diabetic control, hematocrit in a chronic leukemic, etc.). For purposes of statistical comparison, the undetermined cases were not considered. The urology series so-constituted contained 39 cases and the self-referred series 43 cases. The chi-square analysis indicated that the urology-referred series contained a significantly higher proportion of men with organically based impotence (x 2 =8.095,p<0.01). When the uncertain cases are excluded, the urologyreferred group contained approximately 31% organic impotence cases. By comparison, the self-referred group contained only 5% organic impotence cases.
Response to Recommendation of Psychiatric Treatment
Marked differences were noted between the two samples in their response to the recommendation for behavioral sex therapy. Fifty-six percent of the men referred from urology declined an opportunity for behavioral sex therapy as compared to 27% of the self-referred patients. We were successful in entering only 26% of the urology-referred patients in behavioral sex therapy. Of this group, 57% dropped out of therapy prior to six sessions. Twelve sessions of behavioral sex therapy would be considered a minimal clinical trial. By contrast, in the self-referred group 65% accepted a trial of behavioral sex therapy here or by referral to an outside source. Telephone follow-up indicated that all outside referrals were completed. Of the 15 self-referred patients in treatment in the clinic at the University of Chicago, we have achieved a successful outcome in 10 patients to date. This represents a 67% success rate in those completing six or more sessions of therapy.
Another way of viewing the same data is to note that 19 out of 22 cases from the urology-referred series declined or dropped out of therapy as compared to 16 out of 38 cases in the self-referred series. This difference is highly significant [\ 2 = 9.48, p<0.01).
Other Observations
Several psychological characteristics appeared to typify the majority of the urology-referred patients as compared to the self-referred sexual dysfunction patients. These characteristics can best be described as an almost unbelievable absence of marital communication about sex and by a remarkable naivete about the impact of interpersonal forces on sexual functioning. For example, all patients were instructed to bring their wives or usual sexual partners to the initial psychiatric evaluation. Few of the urology-referred patients did so, stating flatly that the problem did not involve their wives or mistresses, and apparently had in most cases never discussed the problem with their sexual partners. On rare occasions, the husband would allow the senior author to telephone his wife at home. It was not unusual for the wife to respond genuinely that she was unaware that her husband had erectile difficulties. She had assumed that he simply wasn't interested in her sexually. The concept that emotional or interpersonal forces might influence a man's erectile capacity appeared to be an alien concept to many of these men. For example, it was not unusual for a man to request penile prosthesis implantation because he was impotent with his wife while completely sexually functional with a mistress. When the senior author suggested that it was highly unlikely that an organic lesion could produce such an impairment, many men appeared genuinely surprised. When questioning revealed the presence of considerable marital discord, many men simply were unable to entertain the notion that the two phenomena might be related. Rather surprisingly, these psychological characteristics did not appear to be related to social class. An examination of social class and racial characteristics relative to treatment response revealed nonsignificant associations. There was a nonsignificant tendency for successful psychotherapy outcomes to be of higher socioeconomic status and of white racial grouping.
DISCUSSION
The purpose of this project was to ascertain if differences could be noted between men with erectile incapacity who self-refer themselves to sexual dysfunction clinics versus men who consult urologists for the same complaint. Clearly, the two populations of impotent men were quite dissimilar in their frequency of identifiable organic etiologies and in their responsivity to psychological interventions. The differences between such populations of impotent men may have been underestimated as some men referred themselves to the sexual dysfunction clinic after hearing of the clinic from physicians outside of this hospital setting. It is of note that the relative frequencies of organic etiologies in the two series roughly parallels reports from other investigations; psychiatric series have usually reported a much lower incidence of organic causes of impotence than clinical series reported by nonpsychiatric physicians. The results of this investigation suggest that such differences may be the result more of sampling different populations than the result of subspecialty bias in diagnosis.
A more striking difference between the two groups of impotent patients was their response to the recommendation of psychiatric treatment. The self-referred group was much more likely to accept the recommendation of behavioral sex therapy and to benefit from such a referral. Success in implementing such a intervention in the urology-referred group was abysmal.
The reason for the marked differences between self-referred and urologyreferred patients in their response to treatment recommendations is unclear. Prior to the collaborative arrangement with urology, the population of the Sexual Dysfunction Clinic has predominately been a self-referred population. This population has consistently been more often white and of higher socioeconomic status than the general psychiatry clinic. The general psychiatry clinic has a population approximately that of the urologyreferred patients, being 51% black and having the following percentages in each socioeconomic grouping: I, 15%; II, 9%; II, 22%; IV, 38%; V, 16%. Although demographic data for urology outpatient services are unavailable, both urology and psychiatry have similar percentages of medicaid-funded patients. This suggests that self-referred sexual dysfunction patients are atypical for our hospital setting in their racial and socioeconomic characteristics. However, these factors are not a complete explanation for the differences between the self-referred and urology-referred patients. Racial and socioeconomic variables were not significantly related to treatment receptivity in either group. Both members of lower socioeconomic groups and blacks were represented in our successful treatment outcomes. Specification of the selection factors favoring an initial contact in psychiatry or urology is difficult. Institutional factors may have played a role, since the sexual dysfunction clinic strongly recommends that symptomatic patients bring their usual sexual partners to the initial assessment interview. Urology does not have a similar policy. The influence of other health professionals in the initial treatment contact decision is difficult to evaluate. Because of the chronicity of the complaint, many of these men had contacted numerous physicians prior to coming to this medical center. In these consultations, they had received diverse recommendations and treatments, including oral testosterone and vitamin E. It was our clinical impression that the urology-referred group most often conceived of their difficulty as having an organic basis, whereas the self-referred group more often entertained the possibility of an interpersonal etiology. The wives or usual sexual partners may have played a role in the decision process. It was not uncommon for the nonsymptomatic wife to arrange the first appointment for the self-referred patients. This occurred only once in the urology-referred group.
The differences noted in these two subsamples of impotent patients in the same hospital setting suggests that one needs to be extremely cautious in generalizing about population characteristics of impotent men from single clinical series. It is of note that the most widely accepted models for behavioral treatment for psychogenic impotence were developed on a highly sophisticated self-referred population. Our findings suggest that such treatment approaches may be appropriate only for certain subsamples. We are currently investigating the possible effectiveness of a men's group therapy approach for the treatment of impotence in non-self-referred patients. Perhaps, a more didactic treatment approach, not involving the spouse, will be more acceptable to these men.
In conclusion, this clinical series reinforces how little we currently know about the treatment of psychogenic impotence. The conjoint therapy model appears to be highly effective in certain subsamples of
